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K 029 | NFPA 101 LIFE SAFETY CODE STANDARD | K029’ :
SS8=E: i L .
* One hour fire rated construction (with % hour : Unscaled penetrations in laundry room ceiling, slaslia

: fire-rated doors) or an approved automatic fire
. extinguishing system in accordance with 8.4.1

l option is used, the areas are separated from
- other spaces by smoke resisting partitions and

i 48 inches from the bottorn of the door are

| permitted.  19.3.2.1

“ This STANDARD is not met as evidenced by:
| Based on observation and interview, it was

' rated construction is maintained.
. The findings include:
|

i 1) Observation and interview with the
' Maintenance Supervisor, on April 29, 2013
: between 6:30 pm and 10:30 pm confirmed

1. Laundry room ceiling
. 2. Kitchen ceiling above the Ansul system
3. Mechanical/Electrical room ceiling and wall

i 2) Observation and interview with the
: between 6:30 pm and 10:30 pm confirmed the
| following:
1. Medical records room door was not
rovided with door closers,

and/or 19.3.5.4 protects hazardous areas. When
. the approved automatic fire extinguishing system

. doors. Doors are self-closing and non-rated or
i field-applied protective plates that do not exceed

| determined hazardous area’ s one (1) hour fire

i unsealed penetrations in the following locations:
| Maintenance Supervisor, on April 29, 2013 2013

ip
I 2. The kitchen fire door to the dining room failed
|

kitchen ceiling, mechanical/electrical room ceiling
and wall have been sealed with appropriate fire caulk

Door closer provided for Medical Records room ! h}‘ 30\ b3

doot.

Kitchen fire door to the dining roem has been | 3

replaced to ensure positive latch.

The 100 hall shower room door adjusted and now | "Il 3"' '%

closes freely.
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Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused fron'! correcting providing it is datermined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are dlsclogable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of _corrpction are dlsclosgbfe 14
days foflowing the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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K 029 . Continued From page 1 K029 !
. to close to a positive latch, ,' |
| 3. The 100 hall shower room door failed to close i | |
| freely and hung up on the door frame. ' : !
' | These findings were verified by the Maintenance | ; '
Superwsor and acknowledged by the
- Administrator during the exit conference on April ;
| 29, 2013, ; i i
K052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052i K052

SS=F |

| properly.

intervals,

. Afire alarm system required for life safety is
| installed, tested, and maintained in accordance
| with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
~requirements of NFPA70 and 72.  9.6.1.4

i The findings include: !
1) Record review on April 29, 2013 at 8:30 pm
confirmed the [ast sensitivity test was done on |
. 4-24-2009 with two failed detectors. No other !

records were provided to allow sensitivity testing
frequency to be increased from 2-years to 5-year

! 2} Observation and interview with the
' Maintenance Supervisor on April 29, 2013 at 8:30
i p.m. confirmed the smoke detector at the 100 hall :

This STANDARD is not met as evidenced by: |
Based on record review, it was determined ;
- smoke detectors were installed and maintained

! Sensitivity test completed with follow up testing to! QIT ,I )
: be completed again in two years. Once two!

relocated

successful consecutive tests have been completed,
frequency will be increased from 2 years to 5 years. |

Smoke detector at the [00 hall nurses’ stauen| bl—l “3
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| I
K 052 i Continued From page 2 | Kos52!
: nurses’ station was located 1-foot from an air i
| supply. i
: These findings were verified by the Maintenance |
. Supervisor and acknowledged by the
. Administrator during the exit conference on April ! .
| 29, 2013. | !
K 056 . NFPA 101 LIFE SAFETY CODE STANDARD : K 056 K056 i
85=D !
| If there is an automatic sprinkler system, it is
' installed in accordance with NFPA 13, Standard
| for the Installation of Sprinkler Systems, to
| provide complete coverage for all portions of the ' \
i building. The system is properly maintained in | ; One 'of the sprinkler heads located in the 100 hall Iﬂ]_' VS
- accordance with NFPA 25, Standard for the  break room has been removed.
i Inspection, Testing, and Maintenance of ;
. Water-Based Fire Protection Systems. Itis fully
! supervised. There is a reliable, adequate water i '
, Supply for the system. Required sprinkier ; |
| systems are equipped with water flow and tamper |
' switches, which are electrically connected to the i
| building fire alarm system. 19.3.5
i |

|

|

|

3 i

| H i
|

|

i

; All combustible materials have becn removed and‘ bl -1‘ 13
i sprinkler head has been added to exit. |

' This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined all areas were properly sprinkled [
under exterior canopies and sprinklers spaced at
 least six (6) feet apart !
The findings include: '
1) Observation and interview with the ;
Maintenance Supervisor on April 29, 2013 at 7:30 |
! p.m. confirmed the exit and metal awning outside |
i dietary used to store sixteen (16) combustible
plastic milk crates and a wooden picnic table was
not provided with sprinkler protection. i
*2) Observation and interview with the '
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l i

K 056 | Continued From page 3 K056

. Maintenance Supervisor on Aprit 29, 2013 at 9:10 - ; ;

- p.m. confirmed the 100 hall break room had two | ; I

. {2) sprinkler heads located 4-feet apart. ! i !
- These findings were verified by the Maintenance | ’
Super\nsor and acknowledged by the 5
. Administrator during the exit conference on April

' 29, 2013. i : '

K 062 ; NFPA 101 LIFE SAFETY CODE STANDARD KO0B2|  xoe Wlthin
8S8=F ; Five year sprinkler system cbstruction investigation|
| Required automatic sprinkler systems are performed and will completed every $ years.

| continuously maintained in reliable operating

| | condition and are inspected and tested
“periodically,  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9758

| This STANDARD is not met as evidenced by:
i Based interview and record review, it was

- determined the facility failed to perform all
i required sprinkler system maintenance.
| The findings include:
Record review and interview with the
Maintenance Supervisor, on April 29, 2013 at !
7:30 p.m. revealed the 5-year sprinkler system : i
, Obstruction investigation was not performed. |
This finding was verified by the Maintenance i
Supervisor and acknowledged by the |

|

Administrator during the exit conference on April
29, 2013.
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD
$8=F
Heating, ventilating, and air conditioning comply
. with the provisions of section 9.2 and are installed :
| in accordance with the manufacturer's
| specifications.  19.5.2.1, 9.2, NFPA 90A,
19.5.2.2

K 067 |

K067 ' M \ vh
Four year required maintenance to fire dampers
completed and will be scheduled every four years

on-going,
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K 087, Continued From page 4 i K 067" .
I ! : !
; ; '
| This STANDARD s not met as evidenced by:
; Based on interview and record review, it was : |
+ determined the facility failed to perform fire § |
. damper maintainence. |
: The findings include: ' |
| Record review and interview with the i
| Maintenance Supervisor on April 29, 2013 at 7:30 . '
i p-m. confirmed the facility failed to perform the | ' ,
‘ 4-year required maintenance to fire dampers. | _ i
| This finding was verified by the Maintenance | | j
| Supervisor and acknowledged by the ; i |
+ Administrator during the exit conference on April | i
' 29, 2013. l |
| | ;
i |
: |
| i
I |
|
. |
| :
l i
| : !
! !
| a
' i
i
i
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